A 59-year-old white obese woman, a diabetic of 9 years' duration and maintained on chlorpropamide, was admitted with a gangrenous left hallux. This had followed minor trauma two months previously. Two years prior to her present admission the gangrenous second and third toes of her right foot had been amputated.
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A 59-year-old white obese woman, a diabetic of 9 years' duration and maintained on chlorpropamide, was admitted with a gangrenous left hallux. This had followed minor trauma two months previously. Two years prior to her present admission the gangrenous second and third toes of her right foot had been amputated.
On examination: No pulse was palpable below the right popliteal artery and there was a small area of discoloration on the right heel. No pulse was felt distal to a poor left femoral. Following amputation of the gangrenous left hallux, the wound healed well and she was discharged home after three weeks.
Further course: One month later she was readmitted with a severe gas-producing infection of her left leg: temperature 102°F (39°C), leukocyte count 23,250, Hb 8-8 g/100 ml, fasting blood sugar 395 mg/100 ml; she was very dehydrated. The left hallux amputation wound was suppurative, and the leg grossly swollen, crepitant and very tender. Radiologically gas was demonstrated in the extramuscular soft 2) . A large quantity of pus and gas was released from multiple incisions and drainage tubes. No Gram-positive rods were seen in the pus which grew coliforms (heavy growth) and Staphylococcus aureus (moderate growth). She was given intravenous fluids, packed cells, soluble insulin, penicillin and subsequently tetracycline. Two weeks later a mid-thigh amputation was necessary. Despite delayed suture, the wound broke down and slowly healed by secondary intention. During this time, she was critically ill with a staphylococcal septicamia and a coliform urinary tract infection and she also suffered a mild transient right hemiplegia. With intensive treatment she survived this stormy period and during a slow recovery was burdened with a streptococcal abscess of her right buttock. Two weeks after drainage of this lesion a gas-forming infection which had originated from the now gangrenous right heel rapidly involved the leg. Multiple incisions released gas and pus which grew Escherichia coli for which she was given cloxacillin. Radiographs revealed osteomyelitis of the tibia and fibula and above-knee amputation was performed. The wound healed well by secondary intention and she was discharged home thirty-nine weeks after the commencement of the first gas-forming infection.
Discussion
Gas-producing infections may be clostridial or non-clostridial. Of the latter group the culprits are usually the coliforms, E. coli and Klebsiella aerogenes; less frequently aerobic and anaerobic streptococci and rarely bacteroides. Chiari (1893) first described a non-clostridial gas-forming infection due to a colon bacillus in the gangrenous lower limb of a diabetic. Most of the recorded cases have occurred in the lower limbs of diabetics who often had neurological or vascular complications of their frequently uncontrolled diabetes (Hitschmann & Linderthal 1899 , Warren 1938 , Gillies 1941 , Spring & Kahn 1951 , Wills & Reece 1960 . The frequency of infection with coliform organisms has increased since the introduction of antibiotics (Altemeier 1966) . Diagnosis is primarily on clinical evidence but valuable help may be gained from bacteriological and radiological examination.
Coliform organisms usually involve subcutaneous tissue but may involve muscle and simulate clostridial myonecrosis. The tempo is slower than that of clostridial infection, and the first symptom is usually pain which precedes swelling and erythema by 1-3 days. Within 24 hours the temperature is raised to 101-104°F (38 40°C) and necrosis and crepitation occur within 2-3 days of onset. Generally, clostridial infections are characterized by extensive necrosis without significant suppuration and microscopical examination of any discharge reveals Grampositive square-ended rods, numerous red cells and usually no pus cells, although if these are present they are very few and degenerate. The necrosis resulting from coliform infection is usually less extensive and Gram-positive rods are absent from the purulent discharge.
Radiologically it is only in clostridial myonecrosis that soft tissue gas is seen as intramuscular multilinear streaks; in all other infections it is extramuscular, usually as bubbles.
In coliform infections surgery may be more conservative than in clostridial lesions, being limited to decompression, drainage and excision of necrotic material, although if the limb is ischemic amputation may well be required.
There is no indication for gas-gangrene antiserum in these infections and guidance as to antibiotics will be obtained from sensitivity tests.
Hyperbaric oxygen, although of value in clostridial lesions, is less effective in nonclostridial infections and Slack et al. (1969) noted that, if there is no clinical improvement after three hours of treatment, a crepitant infection may be assumed to be non-clostridial. Emphasis is laid on early diagnosis and correct treatment of these infections which often merit a reputation similar to that of the clostridia.
Numerous reports of repair of traumatic tears of the aorta have been published but all cases appear to have been operated on in thoracic surgical centres and elaborate bypass procedures have generally been used. This case is reported to illustrate a simple bypass system which brings the operation within the scope of any hospital. The physical signs associated with the pathology are discussed, including one not previously described.
Man, aged 19 History: The patient's motorcycle hit a telegraph post and he was thrown off, sustaining a sudden deceleration impact. When seen in hospital an hour later he was conscious and rational and complained of abdominal pain. Minor grazes and lacerations were noticed. There was no sign of chest injury though his abdomen was very tender.
X-ray examination of his chest revealed a widening of the mediastinum and this was felt to be significant because of the history of sudden deceleration. Neck circumference was 15-5 in.
(39'3 cm). Heart sounds were normal.
His abdominal signs necessitated laparotomy and he was found to have several lacerations of the small bowel mesentery with bruising of duodenum and omentum. The lacerations were
